To examine the social networks of family caregivers of persons with Alzheimer's disease and the degree to which network characteristics were associated with satisfaction with social support, burden, and positive gains. Design and Methods: A total of 142 Chinese caregivers responded to measures of structural support, positive exchanges, and negative exchanges using the social convoy questionnaire, as well as to measures of social support satisfaction, burden, role overload, positive gains, self-rated health, and behavioral and psychological symptoms of dementia (BPSD) of the care recipient. Data were analyzed using multiple regression. Results: The caregivers had small networks (mean = 4.4 persons). They reported few negative exchanges with network members and higher emotional than instrumental support, while being rather satisfied with the social support obtained. Surprisingly, both spouse/sibling and adult child caregivers excluded many close kin, in particular ~40% of their children, from their networks. A larger network was associated with higher social support satisfaction and positive gains, and lower role overload. Controlling for network size and social support satisfaction, positive exchanges were associated with higher positive gains, whereas negative exchanges were associated with higher burden and overload.
within a helping network, which suppresses stress appraisal. Second, social support buffers against the impact of stress appraisal through helping behaviors. Not surprisingly, however, caregivers often report feeling isolated (Stoltz, Udén, & Willman, 2004) . Such reports and observations were corroborated by an emerging literature on caregiver self-efficacy. Whether in United States or in Hong Kong, China, caregivers report a lack of efficacy in obtaining respite from relatives and friends (Cheng, Lam, Kwok, Ng, & Fung, 2013; Rabinowitz, Mausbach, & Gallagher-Thompson, 2009; Steffen, McKibbin, Zeiss, GallagherThompson, & Bandura, 2002) .
A number of studies have shown that social support was associated with caregiver burden and depression (Au et al., 2009; Haley et al., 1996) . To date, the strongest evidence concerning the beneficial effect of social support for caregivers came from intervention studies. In a U.S. randomized controlled trial, compared with the usual care group, caregivers receiving an enhanced counseling and support intervention reported decreases in depressive symptoms over time, and this decrease was mediated by changes in satisfaction with social support, which in turn was related to a larger network of close social partners, more frequent visits from them, and higher levels of emotional but not instrumental or informational support (Drentea, Clay, Roth, & Mittelman, 2006; Roth, Mittelman, Clay, Madan, & Haley, 2005) . Thus, there is experimental evidence that enhancing the support to caregivers results in lower depression.
A longitudinal study of African American and white dementia caregivers revealed interesting changes in social support over a 5-year period (Clay, Roth, Wadley, & Haley, 2008) . The total number of supportive persons declined in a linear fashion across 5 years, whereas satisfaction with social support increased, especially for the African American caregivers. This suggests that as time goes by, caregivers may reduce contact with unhelpful network members or persons with whom exchanges are negative, so that the quality of support received is enhanced. What Clay and colleagues did not consider was the effect of caregiving challenges, such as the need to manage behavioral and psychological symptoms of dementia (BPSD), on social support perception. A study of 73 dementia caregivers in Colombia found that perceived availability of functional support was inversely related to BPSD, whereas its relationships with cognitive symptoms and functional impairment were not significant (Lasprilla, Moreno, Rogers, & Francis, 2009) . Because the average life expectancy of Alzheimer's disease is about 6 years (Brookmeyer, Corrada, Curriero, & Kawas, 2002; Fitzpatrick, Kuller, Lopez, Kawas, & Jagust, 2005) and because BPSD would eventually diminish at the advanced stage of the disease (Cummings, 2003) , it was possible that the increasing social support satisfaction after 5 years (not including time since onset when entering the study) reported in Clay et al.'s study might have been partly a result of less challenging caregiving conditions in some participants. Hence, to examine predictors of social support ratings, it is important to control for the effects of care recipient (CR) or even caregiver conditions (e.g., ill health) that place demands on the coping ability of the caregiver.
Social Support for Caregivers in the Chinese Context
Under the influence of Confucianism, taking care of an ill parent is the responsibility of the children. Usually, there is a preponderence of children among the primary caregivers in Chinese communities, but the situation for China, with so many one-child families and migratory workers, is not clear. For those with children around, the traditional burden on the eldest son and his wife to provide care no longer holds in contemporary societies, and, as in Western societies, daughters are more likely to be caregivers than sons. Despite substantial changes in filial expectations over time, the desire to be cared for by children when ill remains reasonably strong (Cheng & Chan, 2006) .
A body of literature that is relevant to understanding caregiving in the Chinese context is the sociocultural stress-and-coping model advanced by Knight and Sayegh (2010) . Originally, this model posits that collectivistic cultural values such as familism would attenuate burden appraisal and influence caregiver outcomes through social support and coping strategies (Aranda & Knight, 1997) . For instance, it was postulated that a cultural obligation to provide care may raise the threshold for burden appraisal. However, over a decade of research involving Hispanic, African American, Korean, and Korean American samples has found little effect of familism on caregiver burden (see review by Knight & Sayegh, 2010) . The revised model focuses on the effects of cultural values on caregiver health and mental health outcomes through coping and social support expectations. A recent study of African American and white dementia caregivers illustrates these pathways. Sayegh and Knight (2011) examined two aspects of familism (obligation to help extended family members and expectation of familial support) as well as cultural justification (i.e., good reasons for providing care) and their relationships with subjective health, psychological symptoms, and depression. They found that familial obligations and cultural justification were associated with poorer health and mental health through avoidant coping. Thus, these cultural values, rather than offering a protection, may be detrimental by forcing some family members to take up caregiving against their willful choice, resulting in disappointment when support from others is not forthcoming.
How would these findings make sense in light of the stereotypic extended family which fosters interdependence and solidarity in collectivistic cultures? One needs to understand the key feature of collectivism, which is to prioritize the group's goals over one's personal goals and thus personal sacrifice for the group (Leung & Iwawaki, 1988) . In the case of caring for a family member with dementia, this could well mean the caregiver's sacrifice, whether voluntary or involuntary, for the collective well-being of the family. Moreover, the emphasis on social harmony in these cultures would discourage caregivers from sharing personal problems or making requests to the larger family as this may disrupt harmony in the family (Cheng, Lee, Chan, Leung, & Lee, 2009 ). Thus, for one reason or another, the average Chinese caregiver may receive little support from other family members while feeling the assumption of major care responsibility to be unjustified.
The Study
This study aims to examine the social networks of Chinese dementia caregivers. We attempt to answer three questions. First, who makes up the social networks of caregivers and what kinds of social exchange, positive and negative, are they providing from the point of view of the caregiver? Second, are caregivers satisfied with the social support they receive and what predicts their level of satisfaction? Third, in what ways are positive and negative exchanges with network members relate to positive and negative caregiver outcomes? Consistent with the two-factor model of caregiver appraisal (Lawton, Moss, Kleban, Glicksman, & Rovine, 1991) , we postulated that positive exchanges would be related to positive caregiver outcomes (i.e., positive gains in caregiving) and negative exchanges to negative outcomes (i.e., burden). In light of the importance of close family members (Cheng, Li, Leung, & Chan, 2011) who are expected to make up the majority of the caregivers' networks, we also hypothesized that network size would be associated with caregiver outcomes. Finally, we postulated that satisfaction with social support was an intermediate pathway between structural and functional social support on the one hand and caregiver outcomes on the other (Pearlin et al., 1990) and hence network size and positive/negative exchanges would be related in a similar way to support satisfaction, which in turn was postulated to be an antecedent variable for caregiver outcomes.
Methods

Participants and Procedure
A total of 142 family caregivers in Hong Kong provided informed consent to participate. This sample size was sufficient to detect medium effects (f 2 = .15) for 16 predictors simultaneously in regression, at α = .05 and power = .80 (calculations by GPower 3.1). They were recruited from clinics or social service agencies (57%) or referred by another study of longitudinal cognitive changes in a representative sample of community-dwelling older adults who received diagnostic evaluation by psychiatrists (43%; Lam et al., 2008) ; the latter was obtained to avoid a sample in which all participants would be receiving formal support as many caregivers are known not to utilize services (Brodaty, Thomson, Thompson, & Fine, 2005) . Inclusion criteria were (a) a primary caregiver, (b) CR meeting National Institute of Neurological and Communicative Disorders and StrokeAlzheimer's Disease and Related Disorders Association criteria for possible Alzheimer's disease (McKhann et al., 1984) , and (c) CR aged 60 years or older. Exclusion criterion was caregiver having <14 caregiving hours a week or cognitive impairment. They were individually interviewed and CRs were also assessed for cognitive impairment. Ethics approval was obtained from the Joint Chinese University of Hong Kong-New Territories East Cluster Clinical Research Ethics Committee and the Central Research Committee of the Hong Kong Institute of Education. Table 1 presents the sample characteristics.
Measures
Structural support was assessed using the social convoy questionnaire (Kahn & Antonucci, 1980) , Chinese version . Participants were given a set of three concentric circles with a smaller circle in the center labeled "me." Participants were asked to place (a) people so close that it was hard to imagine life without them into the inner circle, (b) people not as close but still very important to them into the middle circle, and (c)
people not yet mentioned but nonetheless close and important enough to be included in the personal network into the outer circle. Additionally, we asked them whether there were people who were not placed in the three circles but who had been special to them because of helping them with caregiving tasks. This last question was added to ensure that people who were not traditionally considered as part of social network (e.g., formal helpers) but with whom one had developed emotionally meaningful ties were not missed. Only one individual was identified by this last question in the whole sample, and this person was also included in the outer circle in the data presented later. For each network member, participants provided the following information: age, gender, relationship, and frequency of face to face and other methods (e.g., phone, email) of contact on a 6-point scale of 1 = occasional, 2 = once a month, 3 = several times a month, 4 = once a week, 5 = several times a week, and 6 = daily. Drawing on an earlier study on social network of Hong Kong Chinese older persons (Cheng et al., , 2011 and taking into consideration the specific needs of caregivers, we assessed the frequency of emotional and instrumental support from each network member with five items each (Table 2) , rated from 0 = never to 4 = almost always. Ratings were aggregated across network members and divided by network size to obtain average ratings, because simple aggregations of scores for all network members would be confounded with network size (Cheng et al., , 2011 . Despite the fact that instrumental support behaviors were rated to be much less frequent than emotional support behaviors (Table 2) , aggregated measures of emotional and instrumental support correlated at r = .69, and so an overall index of positive exchanges was obtained by summing the 10 items and averaged across all network members (α = .79). Negative exchanges were measured by four items (Table 2) in the same way (α = .79).
In addition, caregivers rated their satisfaction with social support on four items (comforting and showing affection, providing companionship, practical assistance, opinions on how to take care of family member) rated from 1 = very dissatisfied to 6 = very satisfied; α = .65. Caregiver burden was assessed using the 22-item Zarit Burden Interview (Zarit, Reever, & Bach-Peterson, 1980 ) rated from 0 = not at all to 4 = extremely (α = .86) and the four-item measure of role overload, rated from 1 = not at all to 4 = completely (α = .82), by Pearlin and colleagues (1990) . Positive gains were measured by the nine-item Positive Aspects of Caregiving Scale (Tarlow et al., 2004 ) rated from 1 = disagree a lot to 5 = agree a lot (α = .84), but because the items were negatively skewed, we followed the recommendation by Cheng, Lam and colleagues (2013) and collapsed the first two response categories, resulting in skewness= −.16 (SE = .206) for the composite measure. Self-rated health was measured by rating one's health directly and against age peers and sex peers from 1 = very poor to 5 = excellent (α = .72).
Finally, CR BPSD were measured by the Neuropsychiatric Inventory (Cummings, 1997) in which caregivers were asked to rate 12 BPSD (agitation/aggression, irritability, aberrant motor behavior, disinhibition, apathy, depression, anxiety, nighttime behavior, appetite disturbance, delusion, hallucination, and euphoria) for frequency (from 1 = occasionally or less than once a week to 4 = very frequently, once or more per day or continuously) and severity (1 = mild, 2 = moderate, and 3 = severe). Frequency and severity ratings were multiplied and then summated to form a total BPSD score (α = .65), and the score was log Folstein, Folstein, & McHugh, 1975) , and 14 activities of daily living were rated by the caregiver using a modified version of the OARS Multidimensional Functional Assessment Questionnaire (Fillenbaum & Smyer, 1981) on a 3-point scale of 1 = dependent, 2 = needs assistance, and 3 = independent (α = .91). Caregivers also reported whether living together with CR (0 = no, 1 = yes), caregiving hours per week, caregiving duration, diagnosed chronic illnesses, and so on.
Results
Structural Characteristics of Social Networks
For the sake of presentation, we merged the one sibling caregiver with spouse caregivers (older generation), and the one granddaughter caregiver with caregivers who were children (including children by adoption) or daughters-in-law (younger generation). Close to 70% of the younger caregivers lived with CR (Table 1) . The participants reported a total of 628 network members or an averaged 4.4 network members per person (Table 3) . This was markedly lower than the average network size (~11) for Hong Kong adults in general (Fung, Stoeber, Yeung, & Lang, 2008) or older adults in particular ). As might be expected, older caregivers reported fewer network members than younger caregivers on average (3.3 vs 5.0; t[116.5] = −3.46, p < .01). Seven spouse, one sibling, and six child (not in-law) caregivers were without any network member.
The most common network members of the older caregivers were children and daughtersin-law, whereas those of the younger caregivers were siblings, followed by children and parents. Although the older caregivers had 78 sons and 78 daughters in total, only 37 sons (47%) and 55 daughters (71%) were included in their networks. Even for the younger caregivers, only 45 (70%) of 64 sons and 40 (61%) of 66 daughters were listed as network members across the three circles of closeness!
In terms of in-laws and the extended family, the participants mentioned only 21 in-laws (all relationship categorizes combined) and 23 other relatives (e.g., cousins, nieces, and uncles) altogether, a pattern that did not differ between older and younger caregivers. Further, similar to the case of children, only 14% of the 100 siblings (not in-laws) of the older caregivers and 52% of the 345 siblings of the younger caregivers were included in the networks. This was in sharp contrast to the relatively large horizontal family in the networks (usually middle circle) of community-dwelling older adults in Hong Kong Chinese (Cheng et al., , 2011 . Likewise, there were few friends in the caregivers' networks; even among the younger caregivers, the number of friends and neighbors averaged less than 1! Forty caregivers nominated their CRs as network members, and 83% of them were placed in the inner circle, whereas the remaining were placed in the middle circle. This said, it is also important to note that 72% of the caregivers did not include their CRs in the network. Another interesting aspect was that certain non-kin became the closest social partners; seven of nine domestic helpers mentioned and six of seven agency workers (mostly social workers) mentioned were placed in the inner circle. The average frequency of contact, whether face-to-face or otherwise, was more than once a week for inner-circle members (which also applied to the formal helpers) and 2-3 times a month for both middle-circle and outer-circle members.
Functional Characteristics of Social Networks
Descriptive statistics of the functional support items, across all network members, are presented in Table 2 . As mentioned, the participants reported more emotional than instrumental support from the network members. However, caregivers generally felt that it was not as easy to get a network member to listen to their concerns as to receive the other forms of emotional support. Consistent with the social network literature (Cheng et al., 2011; Fung et al., 2008; Rook, 2001) , negative interactions were generally few. Despite the relative lack of instrumental assistance, caregivers reported a high level of satisfaction with the support obtained (M = 4.83, SD = 1.16 for older caregivers; M = 4.44, SD = 1.11 for younger caregivers; t[140] = 1.92, p = .058). Interestingly, ratings given to the CR-network members were similar. Analysis based on the composite scores of positive and negative exchanges showed differences across circles (F[2,625] = 18.54 and 12.03 for positive and negative exchanges, respectively; both p values < .001), with both positive and negative exchanges being higher among inner-circle members than among middle-or outer-circle members in post hoc comparisons with Bonferroni correction. The latter two groups did not differ on both types of exchanges.
Predicting Satisfaction With Social Support and Caregiver Outcomes
Regression analyses were conducted to see to what extent social network characteristics predicted satisfaction with social support as well as positive gains and burden in caregivers. First, to select covariates for the analyses, satisfaction with social support, positive gains, Zarit burden, and role overload were each regressed on generation (0 = older, 1 = younger), caregiver gender (0 = male, 1 = female), whether living with CR, caregiving duration, caregiving hours per week, chronic illnesses, self-rated health, and CR BPSD, MMSE, and activities of daily living. Covariates were entered in a stepwise fashion. Caregiver age and education were not included because they were confounded with generation. Only generation, caregiving hours, self-rated health, and BPSD were independently associated with one or more of the dependent variables and were included as covariates in subsequent analyses.
In the main analyses, network size, positive exchanges, and negative exchanges, together with the covariates, were regressed on the dependent variables. The analyses proceeded in a hierarchical manner. At first, these variables were entered to predict satisfaction with social support. Next, satisfaction with social support was also added to the equation predicting positive gains, and both were, in turn, added to explain burden and overload. This analytical approach was consistent with a theoretical model concerning the interrelationships among BPSD, positive gains, and burden (Cheng, Lam et al., 2013) . Because BPSD and negative exchanges were positively skewed, their square roots were taken in the analyses. The results are presented in Table 4 .
The models explained Zarit burden (38%) and role overload (39%) better than they explained social support satisfaction (24%) and positive gains (20%). BPSD was a consistent predictor across all the dependent measures. As expected, more BPSD was associated with less caregiver satisfaction with social support. Somewhat different from a recent study (Cheng, Lam et al., 2013) , there was a negative and independent association between BPSD and positive gains. The older Note: Percentages may not add up to 100 due to rounding errors.
caregivers reported fewer gains but were more satisfied with the social support they received. Although they provided more caregiving hours (Table 1) , there were no generational differences in burden after the effects of caregiving hours were taken into account. Caregivers who had better subjective health reported less burden and were more satisfied with social support. Finally, social support satisfaction was associated with network size and the average level of positive exchanges with network members, but not with negative exchanges. This pattern was the same with positive gains. On the other hand, Zarit burden and role overload were not associated with positive exchanges, but with negative exchanges. Overload was also negatively associated with network size and with social support satisfaction.
Discussion
This study provides new insights on the social networks of Hong Kong Chinese dementia caregivers, which may have implications for caregivers in other Asian and collectivistic societies as well. The results showed that caregivers were rather isolated and received little instrumental support from the network members. Friends and neighbors were particularly few. A finding that we did not expect was the extent to which children and other immediate family members were "dropped" from their networks which was one reason why their social networks were much smaller than those we had observed in community samples Fung et al., 2008) . It was possible that the caregivers had detached themselves from, or even severed ties with, people with whom relationships had not been that positive, and the effect this had on the network would be accumulated over time so that the network size of older caregivers were significantly smaller than that of younger caregivers (Carstensen, 2006) . Network size was positively associated with satisfaction with social support and positive gains and negatively associated with role overload. Note that older and younger caregivers did not differ significantly in social support satisfaction at the bivariate level, but the former was found to have higher social support satisfaction after controlling for network size, self-rated health, and other factors. Because older caregivers had smaller networks and poorer self-rated health (data not presented), which were both positively associated with social support satisfaction, significant generational differences emerged in support satisfaction in multivariate analysis.
Another reason why older caregivers reported higher social support satisfaction was socioemotional selectivity (Carstensen, 2006) . Accordingly, as perceived time remaining becomes shorter, one tends to prioritize emotional over informational goals and reduce interactions with social partners who are less emotionally rewarding. The comparatively smaller networks of the older caregivers might have been partly a result of this selection process in order to protect them from negative interactions such as disappointments when anticipated support was not forthcoming.
On the whole, taking care of a family member with dementia or other debilitating chronic conditions in a collectivistic society might engender issues that were not previously explored in the literature. a Coded as 0 = spouse and sibling, 1 = adult child, child-in-law, and grandchild. *p < .05; **p < .01; ***p < .001.
The traditional stereotype of an extended family in which members depend on each other for support is clearly not the case when it comes to fulfilling family responsibility of caring for someone with dementia, at least within this sample of Hong Kong Chinese caregivers. In fact, our personal experience is that it is often a scenario in which family members dump the responsibility to the most convenient member (such as one who has no full-time job or can sacrifice employment), or the person closest to the CR, or, in the case of adult children, the one who has received the most endowment from the parent. The lack of involvement of other family members may lead to a gradual detachment between them and the caregiver, to a point that certain family members become unimportant or, in a sense, "irrelevant." In the present sample, there were specific cases in which grandchildren refused to live with the grandparent with dementia, leaving the adult child caregivers so angry and frustrated that even their own school-aged children (i.e., the CR's grandchildren) were excluded from their networks. It would be interesting in future research to look at these issues from the point of view of the other family members as well, if it is possible to involve them. The present findings corroborated those of an earlier study of the social networks of nursing home residents (Cheng, 2009 ) that when major support and filial expectations are unfulfilled (in the case of some nursing home residents, this would be the perception of abandonment by children to institutions), even ties with close kin can be severed in this cultural group which has traditionally strong family values. Expectations of support from the family, therefore, may be a two-edged sword. Although such expectations and norms that regulate mutual support may offer a sense of protection in a relatively large family network, they are equally devastating when the expected support does not materialize. This may be why previous studies have not established the protective role of familism for caregivers (Knight & Sayegh, 2010) and even found support expectation to be unrelated to caregiver outcomes (Sayegh & Knight, 2011) . Perhaps support expectation does not act on caregiver outcomes through coping styles but through detachment from ties when such expectation is not met, at least in the Chinese case. In fact, the cultural value of familism itself may be under threat in an aging society. It is likely that the disappointment around the lack of support from family members varies from time to time but in general is proportional to the challenges caregivers face, such as when BPSD appears or becomes difficult to manage. Among the BPSD, overt behavioral problems, such as aggression, wandering, and hoarding, which are more likely in the moderate than in the early phase of the disease (Cheng, Kwok, & Lam, 2012) , have been found to be most distressing to Chinese caregivers (Cheng, Lam, & Kwok, in press ). High BPSD is not only a time when caregivers need more support, but also a situation from which other family members tend to distance themselves, which adds to the impact on the caregiver.
It is also noteworthy that beyond the effects of network size, positive exchanges were associated with positive caregiver outcomes, and so did negative exchanges with negative outcomes. On the whole, the results were consistent with the twofactor model of caregiver appraisal in that positive and negative appraisals and outcomes were each predicted by a different set of factors that are "polarized" in the same way. Controlling for the effects of network size and those of positive and negative exchanges, satisfaction with social support was not associated with any caregiver outcome variable other than role overload, and the effect was relatively weak. This suggests that subjective satisfaction with social support, though easier to measure, is not a good proxy for the extent and quality of social support caregivers receive.
The present findings suggest that caregivers' well-being may be enhanced by providing or facilitating support to them. In the West, family counseling has been shown to be effective in improving the social support available to caregivers (Drentea et al., 2006; Roth et al., 2005) . How this is done in the Chinese culture, which discourages discussing family problems openly, is another question. In any case, a two-pronged approach to strengthen existing support as well as to reestablish solidarity within the larger family needs to be considered. However, it is often a difficult and long process to mend family relationships that have broken apart; moreover, the required professional training is usually in short supply in developing countries. It is advisable for family work to be built into interventions for caregivers at the early stage. However, a recent intervention study in Hong Kong (Cheng, Lau et al., 2012) failed to recruit family members other than the primary caregiver, which suggests the difficulty in working with families on a massive scale and corroborates the present finding concerning the relative isolation of caregivers in the family.
In addition, other than family support, the inclusion of some formal helpers in the inner circle suggests that one should not ignore the importance of enhancing the supportive roles of formal services and domestic helpers. With regards to the latter, one study showed that almost half of the families with an older person with cognitive and functional impairments employed (usually imported) domestic helpers (Chau et al., 2012) . Interventions for domestic helpers should be considered in the future. Additionally, the capacities of formal service providers to provide dementia care may be strengthened, along with attempts to encourage formal help seeking. A case management approach has been shown to have some effect on the utilization of formal services by caregivers (Lam et al., 2010 ). Yet, the great majority of day care centers in Hong Kong are generic and not tailored for people with dementia. Thus, the existing facilities may not be effective in providing respite, whereas the few dementia-specific day care centers are fee paying and not accessible to low-income families. The above discussion suggests that a multidimensional approach to enhance support to family caregivers is needed.
In closing, we acknowledge four limitations. First, we cannot infer causality from crosssectional data and future studies should use a longitudinal design to examine causal directions. Second, the present sample was small and might not be representative of Hong Kong Chinese Alzheimer caregivers. It would be ideal if a representative sample of dementia caregivers can be recruited in future studies. Third, we did not foresee the need to conduct qualitative interviews so as to reveal the complex relationship dynamics with family members who were both close and distant, and the personal meanings and implications when a close kin is no longer considered important to self. These are important questions for future research, but great care must be exercised as a previous study (Cheng, 2009) suggests that it can be extremely emotional and difficult to talk about these issues. Fourth, we did not measure familism, and it was not possible to examine their effects directly. However, perhaps due to traditional cultural norms, our data (unpublished) showed that Chinese caregivers almost uniformly reported a high sense of obligation to provide care to family members, leading to very skewed data and lack of correlations with key variables such as role overload (i.e., ceiling effect). More research is needed to develop effective tools to measure familism variables in Chinese/Asian populations. Nevertheless, despite these limitations, this study adds important insights into the social networks of dementia caregivers and the cultural context that shapes the dynamics of social support for them.
